INTRODUCTION AND OBJECTIVES:
Imaging at the time of urethral foley removal post-urethroplasty is common. Current literature suggests it is unnecessary after excision and primary anastomosis. However, there is less data regarding more complex onlay repairs. Our primary objective is to determine the incidence of extravasation on imaging at time of catheter removal after ventral onlay buccal mucosal graft (BMG) urethroplasty. Secondary objectives include assessing factors that predict extravasation and if extravasation leads to a worsened complication profile and urethroplasty success rate.
METHODS: This is a retrospective cohort study of patients who underwent ventral onlay BMG bulbar urethroplasty at our institution from [2007] [2008] [2009] [2010] [2011] [2012] [2013] [2014] [2015] [2016] [2017] . Patients who had a ventral onlay BMG, with or without an augmented anastomotic urethroplasty (AAU), and imaging at the time of catheter removal were included. All images were reported by a radiologist and reviewed by one of the authors. Urethroplasty success was defined as the ability to pass a 17 French cystoscope at the time of follow-up cystoscopy. RESULTS: Overall, 229 patients met inclusion criteria e 110 had a ventral onlay BMG and 119 had an AAU with a mean stricture length of 4.4 cm. Post-operative imaging consisted of a voiding cystourethrogram (VCUG) in 210 and retrograde urethrogram (RUG) in 19 at a median 21.7 days after surgery. The incidence of extravasation was 3.1% (7/229). Of patients who had a documented On univariate analysis, stricture etiology, post-operative suprapubic tube, days to follow-up imaging, augmented anastomosis, and prior radiation were non-significant predictors of extravasation. On multivariate analysis, those who had 5 or more endoscopic interventions were 9.6 times more likely to demonstrate extravasation on post-operative imaging (OR[9.6, p[0.0080) .
CONCLUSIONS: The incidence of radiologic extravasation after ventral onlay using BMG, with or without an AAU, is 3.1%. Given this low rate, it is reasonable to omit routine imaging at the time of foley removal after ventral onlay single BMG bulbar urethroplasty. It appears that radiologic extravasation may be associated with a worse cystoscopic patency rate, but does not lead to more complications. INTRODUCTION AND OBJECTIVES: As more and more fellowship trained urologists are performing urethroplasty, an objective assessment of outcomes in relation to the case load can serve as a quality improvement index. We aim to assess the risk of perioperative complications in relation to the AHV, as no previous literature exists on the topic.
METHODS: Within the Nationwide Inpatient Sample, we searched for patients underwent urethroplasty (2001) (2002) (2003) (2004) (2005) (2006) (2007) (2008) (2009) (2010) (2011) (2012) (2013) (2014) (2015) . Hospitals were categorized in tertile according to AHV: low (< 3 urethroplasties) volume centers (LVC), intermediate (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) (14) (15) (16) (17) (18) (19) volume centers (IVC) and high (> 20) volume centers (HVC). We analyzed trends in urethroplasty procedures according to AHV. Multivariable logistic regression (MLR) examined the effect of AHV on intraoperative complications, postoperative complications and transfusion rate. Finally, 9 sets of MLRs examined the effect of AHV on 9 sub-types of postoperative complications: gastrointestinal, vascular, neurologic, cardiac, respiratory, haematuria, urinary tract infections, sepsis and wound infections.
RESULTS: Of a weighted estimate of 36773 urethroplasties, 13932 (34.9%), 15208 (38.1%), and 10773 (27%) were operated in HVC, IVC and LVC, respectively. Within the study period, the rate of performed urethroplasties increased in LVC (EAPC þ6%, p[ 0.02), remained stable in IVC (EAPC -0.1%, p[0.9) and decreased in HVC p[ 0.03) . Overall, 456 (1.1%) and 7517 (18.8%) patients respectively experienced intraoperative and postoperative complications, and 843 (2.1%) received transfusions. In MLR, IVC and LVC were associated with higher risk of intraoperative (IVC: OR 2.5, p[0.01; LVC: OR 5.1, p<0.001) and postoperative (IVC: OR 1.2, p[0.03; LVC: OR 1.7, p<0.001) complications. Additionally, LVC was associated with higher risk of transfusions (OR 3.1, p<0.001). Finally, LVC was associated with higher risk of gastrointestinal (OR 2.5), cardiac (OR 3.9) and respiratory (OR 2.3) complications, as well as of higher risk of haematuria (OR 3.6), urinary tract infections (OR 1.5) and sepsis (OR 2.7). Conversely, IVC was associated only with higher risk of cardiac complications (OR 1.9).
CONCLUSIONS: We found that approximately 65% of patients were operated in IVC and LVC. Moreover, there was a trend toward lower number of urethroplasty in HVC. Additionally, we found that the rates of intra and postoperative complications were considerably higher in LVC and IVC than in HVC. These data provide important indicators for policy makers to provide benchmarks for treatment and to categorize institution based on urethroplasty outcomes. 
